brae superioris. Through an appropriate incision in the eyelid skin the main insertions of the muscle into the tarsus and its subsidiary attachments to the medial. and lateral canthus tendons (as these should be called), to the superior rectus, superior oblique, orbital septum and conjunctiva of the upper fornix are seen. When the levator muscle is detached it may be accurately sutured to the anterior surface of the tarsal plate, and readjusted to obtain the appropriate elevation and curve of the upper lid. Such accuracy of complete exposure is unobtainable through the inside-out, postero-anterior approach of the Blaskovics operation, in which there is unnecessary mutilation by partial resection of the tarsal plate, leaving a sharp upper edge, and the sutures through the shortelied levator are not inserted into the tarsus but are attached to the skin above the ciliary line, a less accurate procedure than through the anterior approach where the levator muscle is sutured in its proper anatomical position.
In some slightdegrees of ptosis pleating of the levator palpebrae superioris alone may be effective.
Conclusion I mentioned at the beginning of this paper the plastic surgeon's criticism of the eye surgeon's endeavours. The eye surgeon's criticism of some plastic surgeons has been directed at an unawareness of certain points in the care of an eye during and after operation, particularly in the maintenance of a constantly moistened cornea and the avoidance of its exposure and injury from swabbing and contact with instruments. There is the risk that firm pressure over a Stent mould applied to free skin,grafts of the eyelids will lead to permanently impaired vision from pressure keratitis, a tragedy I saw repeated five times in normal eyes in one plastic surgery unit in the Middle East 1939-45 war. Such a disaster can easily be avoided by using a soft elastic mould of flavine wool.
It is probable that the passage of suture needles through the lacrimal canaliculi in fixing a free skin graft in the treatment of burnt eyelids is less likely to happen nowadays than it did one or two decades ago. The slitting of the lower canaliculus for more than 3 mm has long been condemned by eye surgeons.
A fault, sometimes almost excusable, of surgeons concerned mainly with restoration and correction of the more superficial parts of the body is a failure to consider some pathological problems in depth. For example, a rare neoplasm affecting branches of the infra-orbital and zygomaticotemporal nerve was referred to plastic surgeons because of abnormal fullness over the canine and temporal fossae. Such a neoplasm, despite its morbid histological character of neurofibrosarcoma, is of low-grade malignancy, is radiosensitive and is better treated by radiotherapy than by surgery. We can place together all those cases (whether nomninally 'paralytic' or 'senile') where ectropion of the lower lid is due to diminished muscle (or neuromuscular) function. The lid sags, the punctum tilts away from the globe, and the tears spill down the cheek. There is danger to the cornea only if there is an associated lagophthalmos.
The lower lid normally behaves as a mobile sling. We cannot (as a rule) restore its lost mobility, but we can and must re-establish its proper position, both in level and tension; and the most generally applicable operation to achieve this is a tarsorrhaphy at the outer canthus. Ideally such a manoeuvre will bring the lax lid into contact with the globe, at the proper level. There should be (if possible) a 'fall' from the lacus lacrimalis at the outer fornix, where tears collect, down to the lower punctum; the latter must be in imnmdiate contact with the globe. The passage of tears can usually be assisted by a 'three-snip' procedurean undignified label for such an invaluable adjunct. The new punctum must not be obstructed by a swollen caruncle, which if necessary can be diminished by diathermy on a later occasion.
A tarsorrhaphy, using the device of overlapping the tarsal plates at the outer canthus, is not a new idea, and during the eighteen years it has been on trial it has proved effective and altogether satisfactory. To summarize its advantges: (1) It gives a good increase in tension to the slack, sagging lid. (2) It elevates the outer end of the tarsal margin, and thus establishes an inclined plane, so that gravity can help the tears medially towards the punctum. (3) It looks pleasing, and is unlikely to be spotted by untrained observers.
Incidentally, a properly enlarged punctum, following a three-snip, should be invisible to any observer (until the lid is retracted), since the anterior wall of the canaliculus is intact. Very occasionally there may be an indication for a transposed skin flap at the inner canthus, but if the lateral tarsorrhaphy is well-contrived it is seldom needed. In very lax cases the enlarged punctum may drift a long distance laterally, but this is not significant.
The long-tried (and seemingly dearly loved) procedure of Szymanowski is not an attractive operation, but once in a while it serves very well when the width of tarsal plate from side to side is grossly excessive.
The principle of running the excess of skin out laterally (as in baggy lids) is useful in elderly patients.
Where there is paralysis and loss of tissue, the Tripier flap works excellently. Again it invokes the sling principle, and does what fascial strips to the lower lid are meant to achieve, but seldom in fact accomplish.
The second problem is the best way to reconstruct and stabilize the outer canthus after ablation of all local tissues, including the lateral canthal ligament itself. Some degree of narrowing of the palpebral fissure is acceptable, but there must be proper fixation of these lids which are not only detached but diminished in size. Attempts to pick up a 'bite' of periosteum on the outer orbital wall are unlikely to succeed, and it is better to use two removable wires carried through a hole in the orbital wall close to Whitnall's tubercle. Bunnell's method of holding a wire on a button as for tendon repair is simple and effective, and the wires can be left, while fixation by fibrosis proceeds, for four or five weeks. Their removal is simple, and causes only momentary discomfort.
Sometimes it may be useful (and certainly permissible) to divide the upper canaliculus, which allows a remarkable degree of lateral mobilization of the upper lid, and has a merely marginal effect on lacrimal drainage. The final appearance, in the context of the original disease and the operative deformity, is acceptable. The usual method ofrepair following exenteration of the orbit is by means of a free graft of splitthickness skin, which takes satisfactorily (and somewhat surprisingly) on the bare bone of the orbital cavity (Fig 1) .
This method, which is to be preferred for the majority ofexenterations, if only for its simplicity, is not entirely without disadvantage. Some patients are very disturbed by the grotesque appearance of the tunnel-like grafted cavity. There is also the permanent need for regular cleansing of the desquamating surface of the graft, a task which some patients or their relatives find distasteful.
In a proportion of patients in whom an exenteration must be carried out, the malignant disease or irradiation damage is not confined to the orbital contents, and a radical curative excision demands the removal of periorbital and facial soft tissue and bone. For these patients some sort offlap repair, at least in part, is essential and it seems logical in these circumstances to carry out the whole repair by means of a single pedicled flap (Figs 2, 3 and 4) . 
